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ntimate partner violence (IPV) is a silent epidemic affecting one in three women during their lifetime.
1 IPV leads to injuries and death from physical and sexual assault, sexually transmitted infections, pelvic inflammatory disease, unintended pregnancy, chronic pain, posttraumatic stress disorder, depression and anxiety, substance abuse, and suicide. 2 The US Preventive Services Task Force (USPSTF) recommends that clinicians routinely screen women of childbearing age for IPV ("B" recommendation), 3 but research shows that actual rates of screening in primary care settings are low. 4 In addition, there is a wide range of screening strategies across different medical practices, with some clinics assigning nonphysician personnel (ie, nurse/midwife, social worker, medical assistant) to do screening, while others rely on physicians. 5 There is no consensus on the optimal screening protocol. A randomized trial of three screening protocols (self-administered survey, nonphysician personnel interview, and physician interview) showed similar rates of IPV disclosure in a controlled environment. 6 However, in real-world settings where lack of office protocols and limited time are common barriers for physicians, [7] [8] [9] [10] results are inconsistent and contradictory on the optimal way of delivering IPV screening. [11] [12] With violence against women in the national spotlight due to the #MeToo movement, 13 we set out on a quality improvement initiative to identify opportunities to enhance IPV screening within our universitybased network of primary care clinics. Our objectives were to determine (1) how often IPV screening was being documented, and (2) whether screening initiated by nonphysician staff or physicians resulted in more documented screens.
Methods
Setting
We examined IPV screening practices in five primary care clinics within a university-based network in Northern California. Collectively, these clinics provide care for 40,000 people and have 52 providers, including family physicians and general BACKGROUND AND OBJECTIVES: Intimate partner violence (IPV) is a silent epidemic affecting one in three women. The US Preventive Services Task Force recommends routine IPV screening for women of childbearing age, but actual rates of screening in primary care settings are low. Our objectives were to determine how often IPV screening was being done in our system and whether screening initiated by medical assistants or physicians resulted in more screens.
METHODS:
We conducted a retrospective chart review to investigate IPV screening practices in five primary care clinics within a university-based network in Northern California. We reviewed 100 charts from each clinic for a total of 500 charts. Each chart was reviewed to determine if an IPV screen was documented, and if so, whether it was done by the medical assistant or the physician.
RESULTS:
The overall frequency of IPV screening was 22% (111/500). We found a wide variation in screening practices among the clinics. Screening initiated by medical assistants resulted in significantly more documented screens than screening delivered by physicians (74% vs 9%, P<0.001).
CONCLUSIONS: IPV screening is an important, but underdelivered service. Using medical assistants to deliver IPV screening may be more effective than relying on physicians alone.
internists. Among the participating clinics, one had an established protocol of medical assistants doing screening, while the other four locations had an established protocol of physicians doing screening. All five clinics subscribed to a policy of IPV screening consistent with the 2013 USPSTF guidelines. Standard procedures to support IPV screening and follow-up in the event of IPV disclosure were identical across clinics. The clinics were within 20 miles of one another and served a similar patient population (ie, insured, working, upper middle class, racially diverse). Physician characteristics were similar across the clinics (ie, gender, average years of clinical experience).
Design
We conducted a retrospective chart review in the electronic health record. Our inclusion criteria were: (1) female patient of childbearing age (defined as 18 to 49 years), (2) preventive exam as the reason for visit, and (3) charts completed on or after May 1, 2017. We reviewed 100 charts from each study clinic for a total of 500 charts. Charts were reviewed in chronological order until the target was achieved. Each chart was reviewed to determine if an IPV screen was documented. If a screen was completed, the reviewer determined whether it was done by the physician or the medical assistant, and what questions were asked. Data were also collected on the patients' age and the screeners' gender. The chart review was conducted by a trained clinical scribe (L.S.) using a checklist/spreadsheet developed for the project under the supervision of a faculty mentor (S.L.).
Data Analysis
Descriptive statistics were used to examine the frequency distribution of patients screened, patients' age, and screeners' gender. 
Results
Patient and screener characteristics are shown in Table 1 ; these were similar across the five study clinics. The overall frequency of IPV screening across five primary care clinics within our academic medical center was 22% (111/500; Table 1 ). We identified a wide variation in the frequency of screening documentation between clinics, ranging from 0%-74% ( 
Discussion
Our study identified opportunities to improve IPV screening in our primary care system-lessons we believe might be helpful to other systems. First, we found a wide variation in the frequency of screening documentation (0%-74%) among clinics within the same primary care network. This is despite the fact that standard policies and guidelines to support screening and follow-up in the event of disclosure were identical across clinics. This suggests that policies alone are insufficient and that a universal workflow, training, and screening protocol might be needed to help eliminate disparities in care quality and adherence to evidencebased screening guidelines within a system. Second, we found that IPV screening performed in the clinic where the screener was a medical assistant resulted in significantly more documented screens than in the clinics where the screener was BRIEF REPORTS a physician. Though previous studies have shown no difference in the rates of IPV screening and disclosure between physician and nonphysician methods in a controlled setting, 6 in our real-world setting, a medical assistant protocol was more effective in completing screens.
Nonphysician screening has been shown in a recent randomized controlled trial to be superior to a physician-only approach for another USPSTF recommendation, namely alcohol abuse screening.
14 In a study of 54 primary care clinics in an integrated health care system (Kaiser Permanente Northern California), screening rates were highest in the nonphysician provider and medical assistant arm (51%), followed by the primary care physician arm (9%), and the control arm (3.5%). Their study and ours together add to a growing body of literature suggesting that screening by medical assistants with intervention and referral by physicians as needed can be a feasible model for increasing evidencebased screenings.
Our study is limited by its retrospective, nonrandomized design focused on a single institution. Our chart review methodology may not have captured the true frequency of screening across the system; our reported screening frequency of 22% is probably driven by the clinic with a medical assistant screening protocol. Although we found associations between screener gender and patient age with IPV screening, the study was insufficiently powered to examine the clinical significance of screener and patient factors. Lastly we only measured the frequency of screening documentation and not the rates of IPV disclosure.
Conclusions
IPV screening is an important, but underdelivered service. Using medical assistants to perform IPV screening may be a more effective real-world strategy than relying on physicians alone. 
